His family history was good. Two years ago he fell, striking his chin, and became unconscious for a short time, but pre sented no other symptoms for at least a month, when he was seized with an epileptiform convulsion and has had infrequent seizures at irregular intervals since that time. Between four and five months ago had severe pain in the left ear, followed by discharge, which has persisted. Three weeks ago pain again developed in the left ear, and was accompanied by severe headache, localized to the left side, and a slight swelling which extended from above the left auricle well over the temporal region.
On April 3d, a simple mastoidectomy was performed by Dr. C. E. Perkins, of my staff. At the operation, the lateral sinus was found displaced forward, the bone covering it was dis eased, and its removal disclosed a perisinus abscess. The limits of the abscess were reached. The wound was packed with iodoform gauze, and the patient returned to bed.
The operation was followed by great relief to the headache, and the patient did well for a few days, when the headache returned, and the swelling in the temporal region became prominent. Examination now revealed an inequality of the pupils, the right being slightly dilated. Both pupils accom modated to light and distance, and the inequality was explained, by the patient's statement that they always had been unequal. The whole temporal region, from the orbit to above the auri cle, was swollen and pitted deeply on pressure. There was a profuse discharge of pus from the external auditory canal, and, following the removal of the mastoid packing, there was a profuse discharge of pus from the aditus. A diagnosis of subperiosteal abscess in the temporal fossa was made, and on April 15th the following operation was performed under ether anesthesia :
The original incision was extended by carrying it upward and forward two inches. This disclosed a large subperiosteal abscess occupying the temporal fossa. Near the anterior bor der of the squama was a small perforation through the bone, surrounded by an area of necrosis an inch in diameter. Through this perforation pus exuded in a steady flow, as blood does from the wound in a large vein. Its quantity was estimated to be four ounces. After the pus ceased flowing, a probe en tered for an inch and a half directly inward. The necrosed bone surrounding the perforation was removed by rongeur, leaving an irregularly round opening an inch and one-quarter in diameter. The dura was not adherent to the necrosed bone, but was adherent to the surrounding healthy bone. The dura uncovered was covered with granulation tissue, and at about the center of this area was a perforation allowing the entrance of a probe to the depth of an inch and a half. At this stage the exposed dura and surrounding soft parts were thor oughly cleansed and then protected with gauze soaked in alco hol. The mastoid bone wound was then enlarged and a rad ical mastoid operation performed, which was prolonged on account of the extreme hardness of the bone, necessitating the use of the chisel and mallet. The roof of the antrum was intact. The roof of the tympanum had been destroyed by necrosis. The dura was adherent to the bony edges. The epitympanum was filled with granulation tissue, springing from the exposed dura, in the midst of which was a perfora tion leading directly into the brain, through which a half ounce of pus mixed with shreds of brain tissue exuded. A probe bent to the shape of a semicircle passed into this per foration emerged through the opening in the squamosa. Ow ing to the delay experienced in removing the posterior wall of the canal, when this probe was passed no pus escaped, intra cranial pressure doubtless having discharged it all. A cigarette drain was passed through the perforation in the roof of the attic and brought out through the perforation in the squamosa.
The whole wound was then dressed with iodoform gauze, and the patient placed in bed in good condition.
The convalescence was rapid. The first few days there was a copious discharge of pus, with a few shreds of white brain matter, from both ends of the drain. This rapidly diminished and at the end of the first week had entirely ceased. The third day following operation, drainage was preserved by the inser tion of separate cigarette drains, one through the squamosa, the other through the tegmen. These were shortened daily and entirely removed at the end of eight days. The patient sat up in ten days from the date of operation, and is now walk ing about the ward, fifteen days after the operation. The wound in the brain is closed and the external wound is doing well.
The following points of interest are instructive: The total absence of symptoms pointing to involvement of the central nervous system in such a large abscess in the temporosphe noidal lobe; the large subperiosteal abscess in the temporal fossa in direct communication with the abscess in the brain; the slight febrile reaction in the presence of such a vast amount of pus of streptococcic origin, for the streptococcus was the microorganism responsible, an almost pure culture be ing obtained ; the rapid convalescence.
The direct communication of the granulation tissue in the attic with the brain forcibly emphasizes the need for extreme caution in the mechanical removal of granulations from the middle ear by way of the external auditory canal.
DISCUSSION.
DR. JOHNSON stated that the Doctor had been very success ful in relieving the patient, and the progress had certainly been as rapid as could be expected. He would like to know, however, why there was an interval between the time of the original operation and the operation for the squamous ne crosis. As he understood it, there was a considerable time between the operations. Another point was that there was no statement as to the condition of the sinus-no evidence of whether it retained its normal position throughout and was surrounded by the abscess, or whether it was destroyed during the progress of the disease. These cases are exceed ingly interesting, and it would seem that the reason why we are getting a reasonable number of recoveries in such cases is that the operators are proceeding with a little more free dom than they used to do and are making more complete operations. When there is a condition present that has re sulted in necrosis of the various tissues, from the dura out, and possibly from the brain out, certainly the diseased tissue must be thoroughly removed-that is, up to the line of de marcation-if we expect the patient to make a recovery. In this case there seems to have been no operation on the jugular ; he would like to know whether the sinus remained healthy.
DR. MCCULLAGH replied that the sinus remained healthy up to the time of the operation. There was a perisinus abscess. The brain abscess was in the temporosphenoidal lobe, superior to the sinus. The second operation was performed eleven days after the first. On April 3rd a simple mastoidectomy was per formed and the wound packed, and this operation was fol lowed by. great relief for a few days. Then the headache returned, the swelling in the temporal region became promi nent, and the other operation immediately followed this return of symptoms.
DR. RAE said that to him*the most interesting point in the case was the occurrence of two cortical perforations-one through the squama and the other through the roof of the tympanum. He thought that much of the success of the case was due to the through-and-through drainage that was ob tained. The Doctor certainly was to be congratulated on the successful outcome of the case.
Presentation of Three Case* Showing Functional and Cosmetic
Results After Various Mastoid Operations.
DR. W. SOHIER BRYANT said of the cases presented, the first one was that of a baby 4 months old, operated upon three months ago. The child was suffering from acute middle-ear suppuration, mastoiditis and subperiosteal abscess. A simple mastoid operation and blood-clot dressing was done, with an ideal result. There was complete reorganization of the whole blood clot, resulting in immediate primary healing of the. wound and drum membrane. There was no further suppu ration. A barely detectable scar remained. The infection in this case was streptococcus.
In reply to an inquiry from Dr. Johnson as to the area of the bone removed, Dr. Bryant said that it was as large as a twentyfive-cent piece.
The second case was that of a girl, 22 years old, with an acute middle ear suppuration and mastoiditis. The operation was performed two months ago, and revealed a perisinus abscess and a large area of pachymeningitis. There was a great deal of osteomyelitis all the way through. The dura was exposed from the knee above to the horizontal portion below. A small area of the middle fossa and a large area of cerebellar fossa was exposed. The infection in this case was streptococcus. The blood-clot operation was performed in this case also, but the clot melted out. There was prac tically no suppuration following the operation. As far as the blood clot was concerned, the result was not an ideal one. However, the convalescence was more rapid (16 days) than if the wound had been packed, and the patient's hearing is excel lent. The T-scar is barely detectable and the surface is even.
DR. MCCULLAGH said that in his cases of blood-clot opera tion the healing usually was complete in three weeks. In most of them there is more or less concavity, though in some few there is none at all. DR. BRYANT said that when the blood clot fills the wound cavity thoroughly and organizes there is no concavity-not evening flattening. even flattening. He always make.s deep periosteal sutures, as well as skin sutures, in closing the wound. Otherwise the mar gin separates and convalescence is delayed.
The third case was that of a lad of 18 years, upon whom a radical operation was performed ten months ago. The best indications for a radical operation were present. The patient had a chronic suppuration with fetid discharge for the last six years. At the time of the operation there was an acute exacerbation with bone involvement. The result is ideal. By looking inside the ear the stapes can be seen in its normal position. The cavity was not packed, and the wound healed quickly. The hearing has remained at its present degree for six months. The patient hears a 36-inch watch at 14 inches. The postaural scar is linear and there is no deformity. Dr. Bryant said that he had never seen a case where there was good hearing after a radical operation in which the tube was closed.
DR. BROWN inquired what percentage of cases of blood-clot operation got perfectly well without any complication.
DR. BRYANT inquired just what Dr. Brown meant by com plication, and Dr. Brown explained his query as referring to suppuration in any form; whereupon Dr. Bryant said that he could not answer definitely, but, speaking off-hand, certainly 50 per cent of the cases had no postoperative suppuration. The suppuration which comes on immediately after operation undoubtedly is due to faulty technic, and can be attributed to defective cleansing of the skin, or to some neglect in the dressings, in the sterilization of the instruments, hands, etc.
DR. JOHNSON asked how much time was gained in the short ening of the period required for the repair of the wound in this fifty per cent of the cases in which the clot organized, as against the packing method.
DR. BRYANT replied that it was difficult to state the com parative gain, but that, under any circumstances, witk the blood-clot method, convalescence is more rapid than if the wound were packed. In the case of the baby (Case 1), the wound healed immediately. It was solid in a week. If the convalescence is complicated with suppuration, the duration of the convalescence depends upon the extension of the sup puration. When the suppuration occurs, it is usually focused in the lower angle of the wound. Such cases require about three weeks to heal. Dr. Bryant said that he has had cases where there was complete sloughing of the whole wound surface. He did not pack the wound, and the cases recov ered in a comparative short time, with a very slight scar. In such cases the drainage was perfect, there being nothing to keep the pus in.
DR. BROWN said that the cases which had been presented to-night show most beautiful results, and one wishes that such might always be expected. He would like to know if these cases are a fair illustration of the results commonly obtained in New York by this method. A series of 60 cases was reported recently, of which 48 had complications of one kind or another, and of the entire 60 only 4 healed without complication.
DR. BRYANT replied that he did not know much about the results obtained in New York or Boston. He did not think that the method was very much used. Dr. Taylor, the house surgeon of the New York Eye and Ear Infirmary, has em ployed this blood-clot method in several operations, and his results were about the same as those obtained by Dr. Bryant. The cases shown represent fair examples of the work he has done and of the results which can be obtained in cases without postoperative suppuration. A suppurative case will give the same final appearance as these cases, except that there will be a little more pitting at the lower part of the wound, and the convalescence will be of longer duration, though usually not much longer.
There should be no middle ear suppuration after the opera tion. If, however, this occurs, it can be checked with a little care.
DR. MCCULLAGH said that a point that is not emphasized in blood-clot cases, and one that should be emphasized, is that the longer a mastoid infection has existed before operation the better the chances for a successful blood-clot operation. Sprague claims that they should never be attempted unless the mastoid involvement has persisted for at least ten days, and he considers that three weeks or over is the ideal time. Dr. McCullagh said that he could not at the moment state just how many he had done, but was confident that he had over 50 per cent of successful cures without any suppuration (not absolute successes, but the posterior wound healed up and the middle ear was dry inside of three weeks). The last two cases that he had operated upon by this method were both failures, but they were both very rapid and acute cases. In one of them the patient developed a jugular thrombosis, and the jugular vein had to be resected. In the other one, which was operated upon about ten days ago, the house surgeon poured adrenalin into the wound, before Dr. McCullagh noticed what he was doing, in order to check the bleeding, and undoubtedly that had a very bad effect, for the next day, when the dressing was removed, a purulent discharge was discovered in the wound. The wound was opened up at once with a probe, and there has been no further unpleasantness in the matter. Dr. Reik, in his paper on the subject, claims that the bactericidal effect of the blood-which is more powerful in drawn blood than in blood that is circulating-is due to nuclein, and this nuclein is precipitated by alcohol, and there is little doubt that adre nalin would cause changes in the blood that might have some effect in destroying the bactericidal action of the blood in the wound. If the cases are properly selected, with a view to the length of the duration of the inflammation, and the opsonic index or resisting power of the organism, there would be much better chances of success in these operations.
DR. BRYANT said that there was no doubt that a very acute infection does not give such good results after operation as one of longer standing. In a circumscribed infection, all the infected area can be removed ; whereas an infection which has no discernible boundaries cannot be stopped as effectively.
Case of Double Mastoiditis Showing Symptoms of Intracranial In« volvement. Recovery Without Opening of Cranial Cavity.
DR. LINN EMERSON reported the following case: M. B., female, age 13. First came November 23, 1908, with a history of double otitis of one week's duration. Both ears discharging. Well-marked mastoiditis, with swelling on the left side. Free double paracentesis performed, and the patient advised to enter hospital at once. Admitted to the Orange Memorial Hospital at 4:15 p. m. on the following day.
Mastoid operation performed on left side on November 25, 1908, at 3:45 p. m. Bone very hard, and but little pus or gran ulation found. At 8 p. m., respiration 24, pulse 120, tempera ture 105.4° F. Four baths were given, but temperature re mained around 102° to 103° (10:30) until 12 noon, the day following operation, when it was 101.6°, after bath. Tempera ture did not go below 100° until 7:30 a. m. on the 28th. the third days after operation. At 4 p. m. of the same day it was 103°, and the patient had a severe chill and complained of sharp pain in the chest. Careful examination of the chest by several of the attending staff failed to reveal any physical signs of lung involvement. On the fifth day after the opera tion the afternoon temperature was 103°, and on the sixth day it was up to 106°, with respiration 26 and pulse 130.
Blood examination gave no Widal, no malarial organisms, and leucocytosis of 50,000.
On the seventh day the patient had a severe chill and a maximum temperature of 106.2°. During all this time the mastoid wound was frequently inspected and seemed healthy. The patient ate well, moved about, and sat up in bed; and asked each day when she might go home. At this time a slight optic neuritis was detected in the right eye (the side opposite to the mastoid operated upon). The right ear had but a small amount of discharge, and there were no evidences of mastoiditis. After consultation with two general sur geons it was decided to open the right mastoid, in view of the oncoming right optic neuritis.
On Wednesday, December 2nd, one week from the date of the first operation, the right mastoid was opened. When the patient left the ward for the operating room, at 1 p. m., the temperature was 104.6°, pulse 128, and respiration 28. The right optic neuritis was more advanced, and beginning haziness of the margin of the left disk was now observed. The right mastoid was found sclerosed and no pus or granulations were found. The antrum was not found, and the operation was rather abruptly terminated on account of the poor condition of the patient. The patient reacted well, and the following day the highest temperature was 101 J , and leucocytosis fell to 14,200. Meanwhile the double optic neuritis continued to advance, but slowly, and after two or three days it remained stationary.
The temperature stayed below 100° until the fifth day after the second operation, when the patient had another chill, and the temperature was 106.4° ; leucocytosis 30,000.
The conditions were most puzzling. Both wounds looked well. The optic neuritis was slight and stationary. The pa tient was eating well and asking to go home, and when asked how she felt, replied "first rate." The two days following the chill the temperature was between 100° and 101° every time it was taken.
Careful watch was maintained and every precaution was made to enter the cranial cavity if more urgent symptoms su pervened. The temperature, however, gradually fell to nor mal, and the patient left the hospital three weeks after the second operation.
A marked facial palsy, which followed the second opera tion, was entirely well three months later.
It is difficult to explain the high temperature, chills, leu cocytosis and optic neuritis in this case, unless it was a mild case of infection of the walls of the sinus without formation of a thrombus.
DISCUSSION.
DR. EMERSON said that he would like to know if any of the men could hazard a guess as to the character of this case. There was no evidence at any time of lung involvement, cough, or anything of the kind, and he had been much puzzled by the case.
In reply to a query by Dr. McCullagh as to whether the nose had been examined as to the possibility of any trouble in the sphenoidal sinus, Dr. Emerson replied that the nose was examined only in a general way, and that no attempt had been made to probe, or to inspect the nasopharynx. It appeared perfectly healthy when she first came in.
DR. EMERSON said that four or five years before he had reported a case of an adult woman with much more typical symptoms of brain abscess, with double optic neuritis. Op eration-a puncture of the temporosphenoidal lobe-failed to reveal any pus. The dura was bulging, and there was con siderable serous meningitis. The patient made a rapid recov ery after the operation on the skull.
DR. JOHNSON said that he felt quite certain that in this case it would have been desirable to have the spinal fluid carefully examined. He felt positive that the pressure that can be exerted by the spinal fluid, even when there is no bacterial element present, and where there appears to be nothing but an increase in the spinal fluid itself, would account for a very considerable number of serious brain symptoms. The fact that there was an escape in the case of the Doctor's of a very considerable amount of the cerebrospinal fluid, with relief of the symptoms, would be an indication that intracranial press ure was the cause of the cerebrospinal condition. In the case of a person who had received a tremendous blow on the back of the head, with fracture of the occipital bone, there was a tremendous flow of cerebrospinal fluid, which subsequently gradually subsided. During the perio>l of subsidence-there were a number of times in which the flow stopped and then began again-there were marked cerebral symptoms-during each subsidence bearing out the statement he had just made.
Sequestrum Removed From the Ear of a Child.
DR. RAE presented this case. The child had had a profuse discharge and a facial paralysis for over a year. The seques-trum included the inner end of the superior canal wall and the overhanging squama. In the angle between them, that is, on the "floor of the attic," the incus was lying free from all attach ments. No trace of the malleus was discovered.
Report of Three Interesting Ear Cases.
DR. J. J. THOMPSON: Case 1. Baby, age 8 months. Since birth the baby had been very delicate, very much emaciated, and the cervical glands on both sides were enlarged. At the age of 2 months both ears began to discharge, accompanied by a right-sided facial paralysis. This lasted about two months, when the discharge ceased and the paralysis cleared up. One month before coming under observation the discharge re.ommenced on the right side and the paralysis returned. This was complete. There was no temperature, no mastoid tender ness, swelling, or redness. The middle ear was completely filled with granulations, and the discharge had a very foul odor. There was no nystagmus, and as far as could be learned there had been no vomiting or tendency to vertigo.
Operation.-October 20, 1908, the radical operation was done. There was a perforation of the cortex over the antrum, the malleus and incus were not seen, and the stapes was loose in the granulations that filled the midlc ear, and granulations protruded from the oval window. The external semicircular canal was open over the apex of its greatest curvature. The posterior and superior canals were now opened and the vesti bule entered through the solid angle. The canal for the facial nerve was not opened, nor was the cochlea. The necrosis had exposed the carotid artery in front.
The tissue removed from the mastoid contained tubercles and giant cells. Following the operation the temperature re mained around 102°, the pulse 124, there was no nystagmus present and no tendency to hold the head in any particular position. November 17 tne posterior wound was closed and a plastic operation made on the canal. December 20 the pa tient was discharged from the hospital with the radical cavitv dry, the facial paralysis still complete, and the general condi tion much improved. May 1, 1909, conditions were the same as on the date of discharge from the hospital. CASE 2.-Albert S., age 8 years, came to Dr. Phillip's clinic at the Manhattan Eye and Ear Hospital January 9. 1909, with complete facial paralysis on the left side and a subperiosteal abscess over the left mastoid. He walked well, had no nys tagmus, and no history of vomiting or vertigo could be ob tained. No satisfactory tests of his hearing or tuning-fork tests could be obtained, and the caloric test or test for fistula were not made. The left ear had been discharging for six months and the facial paralysis had existed a month. The middle ear was filled with granulations.
Operation.-There was an extensive subperiosteal abscess, containing a large sequestrum, which included the greater part of tlie mastoid process, the tip and posterior canal wall as deep as the styloid process. The anterior canal wall was absent, and a cavity filled with cheesy material extended in ward and forward for about one inch. When this had been cleaned out we discovered that the entire bony eustachian tube had been destroyed. The external and posterior semicircular canals were open and the entire external vestibular wall was missing, as well as the promontory, laying open the first cochlear whorl and exposing the second whorl. The cochlea was filled with discolored exudate. When this was removed cerebrospinal fluid escaped freely through the cochlea and also through the vestibule.
The patient was kept in bed a week. He had no elevation of temperature, nystagmus, or other unpleasant complication. When I placed him on the floor for the first time and asked him to walk, he went in a circle toward the left for about 30 sec onds, then straightened out, and has had no sign of vertigo or difficulty in walking since. The cavity filled in well for a time, but laterally the granulations showed a tendency to break down periodically, the discharge continued from the membranous eustachian tube, and the child has since developed a general tuberculosis, with afternoon temperature, and cough, loss of weight and general weakness, so no effort has been made to close the posterior wound. In doing the dressings a fairly good-sized piece of cotton or an applicator could be passed through the eustachian tube into the pharynx. CASE 3.-This case, while not showing any involvement of the labyrinth, presented some interesting features, and I have taken the liberty of reporting it at this time. Louis S., age 8 years, was seen for the first time April 26, 1908.
In February, 1908, he had had a mastoid operation on the right side, which had never healed. The wound presented the ordinary appearance of a fistula leading to the antrum, and the boy seemed to be in good health. There was no discharge from the tympanum. On May 5, a little over a week after I first saw him, he had a chill and his temperature went to 104j/£. The next morning it was 100 3/5, pulse 100, respiration 24. He did not com plain of anything, the eye grounds were clear and the wound or tympanum had not changed in appearance. That evening the temperature reached 105^2, and he began to show signs of septic absorption, flushed cheeks, etc.
I decided before doing anything to wait a few days to elimi nate erysipelas and exclude general conditions. Until May 9, four days later, he ran a typical septic tem perature, and did not complain of pain or any discomfort. On that day conditions were as follows: The appearance of the wound and tympanum unchanged ; the chest and abdomen were normal, with the exception of a splenic enlargement ; there was no headache, and he had a long chill every other day. The urine was normal, with'the exception of a large amount of indican. The blood examination showed 4,200,000 red cells, 19,000 leucocytes, and hemoglobin 74%. The differen tial count showed 80% polymorphonuclears, 16% lymphocytes, and 7% mononuclear leucocytes. No plasmodium were pres ent, and the Widal test was negative. A blood culture taken on this day proved to be negative. The examination of the feces did not show anything abnormal.
The chills and septic temperature continued until May 11, six days after their onset, when permission was obtained to explore the lateral sinus.
No clot was found, and very free bleeding occurred from both the torcular and cardiac ends of the sigmoid sinus. The jugular was not disturbed, and no exploration of the cerebrum or cerebellum was attempted at this time.
Next day the temperature was 105° and the pulse 118. and the patient had a chill lasting 25 minutes. He now began to complain of severe headache. The reflexes were normal, no Kernig or Babinski sign and the eye grounds were still clear. May 13 he had another chill, lasting 20 minutes, and he had a tendency to sleep a good deal, but was mentally clear when aroused. The cerebrospinal fluid was normal. May 15 he was still running a septic temperature, ranging from 98 to 105 degrees. Blood examination on this day showed 3,000,000 red cells, 15,500 leucocytes, 65% hemoglobin. Differential count showed 73% polymorphonuclears, 24j/£% lymphocytes and 2)/ 2 % mononuclear leucocytes, and a marked poikilocytosis.
Condition continued very much the same until May 24, when, owing to the apparent absorption of pus from some region and the rigid exclusion of other foci, it was decided, even in the absence of any marked intracranial symptoms, to explore the temporosphenoidal lobe and cerebellum. This was done, without finding any pus or other abnormal condition, with the possible exception of an increased flow of cerebro spinal fluid. From that day the boy's recovery was rapid and complete. The next day the highest temperature was 102 4/5, the following day 100 4/5, and from that practically normal. The wound healed without difficulty, and I have seen him fre quently since and he continues to enjoy the best of health. The case was of great interest to me, on account of our ina bility to make a diagnosis and his rapid recovery after open ing the dura, without finding anything to account for his symptoms and septic temperature.
